Localized pericardial effusion causing cardiac tamponade is a well-known clinical condition, usually requiring urgent pericardial drainage [@b0005], [@b0010]. Pericardiocentesis of noncircumferential effusions may pose technical difficulties and usually necessitates multimodality imaging guidance by echocardiography and fluoroscopy [@b0010], [@b0015], [@b0020]. Intrapericardial pressure recording during pericardiocentesis helps to assess the severity of cardiac compression as well as hemodynamic effect of fluid evacuation [@b0015]. Typical pericardial pressure curve pattern confirms appropriate catheter location inside the pericardial cavity [@b0025] while a phasic pressure pattern may be consistent with a free wall perforation and misplaced intracavitary position of the drainage catheter within a cardiac chamber, most often the right ventricle.

We report a case of a 53-year-old woman with metastatic signet ring cell gastric tumor hospitalized for chemotherapy. Two months earlier, she was diagnosed with a malignant concentric pericardial effusion treated by pericardiocentesis. After cytological confirmation of the malignant effusion 50 mg of cisplatin dissolved in 100 ml of normal saline was administered during 60 min intrapericardialy. The pericardiak drenaige was removed 24 h after cysplatin injection. On current admission, the patient complained of weakness and dyspnea while her physical exam was remarkable for tachycardia at 110 beats per minute and pulsus paradoxus of 15 mm Hg. Transthoracic echocardiography showed a large localized pericardial effusion compressing the right ventricle ([Fig. 1](#f0005){ref-type="fig"}). Pericardial tap was performed urgently via subxyphoid access using a standard commercially available kit (Merit Medical Systems, Inc., Utah, USA). An 18-gauge needle was inserted under fluoroscopic guidance yielding bloody pericardial fluid. A 0.035″ J shaped guide wire was inserted through the needle with subsequent placement of a 6 Fr pigtail catheter connected to a pressure transducer. The intrapericardial pressure tracing had an unusual phasic shape, which could be consistent with intraventricular catheter location ([Fig. 2](#f0010){ref-type="fig"}A). The systolic, diastolic and mean pressure values were 30, 12 and 21 mm Hg respectively. Transthoracic echocardiography with bubble contrast injection via the pigtail [@b0030] confirmed its intrapericardial location. After evacuation of 280 ml of fluid, a typical intrapericardial pressure tracing with a mean value of 10 mm Hg was recorded ([Fig. 2](#f0010){ref-type="fig"}B). The patient\'s hemodynamic condition improved significantly after fluid evacuation. Follow-up echocardiography did not show any pericardial fluid and the pigtail catheter was removed after 48 h.Fig. 1Transthoracic echocardiography in subcostal (panel A) and parasternal short axis view (panel B) showing a large localized pericardial effusion compressing the right ventricle. Abbreviations: PE -- pericardial effusion, RV -- right ventricle, PL -- pleural effusion, P -- obliterated pericardial space post cisplatin injection.Fig. 2Intrapericardial pressure tracing before (A) and after (B) evacuation of loculated pericardial fluid. See text for explanation.

In this case, phasic intrapericardial pressure pattern, which was misinterpreted as being consistent with intracardiac catheter location due to heart perforation. In fact, the drainage catheter was located inside a localized pericardial effusion hermetically separated from the rest of the pericardial space. This chamber probably had been created due to incomplete pericardial obliteration following the previous intervention. Intrapericardial cisplatin administration is considered to be an effective and safe treatment for malignant pericardial effusion, preventing recurrent fluid accumulation in 92.8% of cases during the first 3 months and in 83.3% after 6 months [@b0035]. In the described case, intrapericardial cisplatin instillation, administered 2 months earlier, induced limited fibrosis and pericardial adhesion mostly around the left ventricle. The pericardial space around the right ventricle remained unobliterated. The localized pericardial effusion adjacent to the right ventricle accumulated inside this closed chamber. One of the chamber\'s walls was represented by the epicardial surface of the right ventricle whose cyclical movement transmitted to the pericardial fluid, resulting in the described intrapericardial pressure pattern ([Fig. 2](#f0010){ref-type="fig"}). Though localized pericardial effusion is a well-known condition which has been investigated in animal models [@b0040] and in humans [@b0005], [@b0020], [@b0045], to the best of our knowledge the observed phasic intrapericardial pressure pattern has not been described in the past.
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Supplementary data to this article can be found online at <https://doi.org/10.1016/j.ijcha.2020.100590>.
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